common duct will be collapscd and the gall-bladder will be dilated, but it will contain no bile; if situated above the insertion of the cystic duct, the gall-bladder also will be collapsed and empty. When the growth is situated in the first two positions it is usually only possible to perform a cholecystoduodenostomy, although it is occasionally possible to excise a carcinoma at the ampulla. In the last two positions it may still be possible to give relief by the performance of a lateral choledochoduodenostomy or by the formation of a new bile duct after the manner used in cases of injury of the duct.
Injuries of the ducts.-These lesions, unfortunately, are not uncommon (Table I) . So varied are the anatomical arrangements in this neighbourhood that mistakes at operation are very easy. Not only may the common bile-duct, owing to tension or adhesions, be mistaken for the cystic duct, but it may also be injured in attempts to control bleeding from the stump of the cystic artery which has escaped the ligature. Injuries of this sort are best prevented by strict observation of the rule that in performing a cholecystectomy the cystic duct should never be divided until all three ducts have been exposed and recognized. If the nature of the injury be realized at the time of operation, an immediate end-to-end suture of the ducts will probably give good results. Unfortunately the injury is frequently overlooked, and one of two conditions will then follow. Either a biliary fistula will form and persist, or the wound will heal and a complete obstructive jaundice will develop. In either case the only hope lies in a further operation. In the first variety, with a fistula, difficulties will arise owing to the fact that the bile-duct is small and collapsed and thus difficult to anastomose with the duodenum, but the patient is usually in good condition. When the duct is obstructed the proximal portion is dilated and enlarged and thus can usually be united more readily with the duodenum. The condition of the patient, however, owing to the complete jaundice, will be bad, and especially so if the duct contains white bile.
The technical stages of the operative repair are prolonged and difficult. Much time will probably bave to be spent in freeing the structures and in separating adhesions. The distal portion of the duct is usually obliterated and cannot be used for an end-to-end suture. If the proximal portion is sufficiently long it may be directly implanted into the duodenum, but if it is too short for this purpose, a reconstructive operation must be performed.
Carcinoma of the pancreas and chronic pancreatitis.-These two conditions may also give rise to obstructive jaundice. The first will usually be associated with a short history of progressive jaundice and thus will resemble carcinoma of the ampulla. Chronic pancreatitis on the other hand will often present a longer history with previous gastric symptoms and perhaps also one or two attacks of previous transient jaundice. In either case, attacks of severe 'pain closely resembling biliary colic will be present. In the former, considerable relief, and in the latter a cure, may be brought about by anastomosing the distended gall-bladder to the gastro-intestinal tract. The junction should never be made to the colon, owing to the severe risk of cholangitis, nor to a loop of small intestine, as the diversion of the alkaline bile and pancreatic juice from the duodenum may lead to the later formation-as in one of my cases-of a duodenal ulcer. The operation of choice is the uniting of the fundus of the gall-bladder to the first part of the duodenum, or-if this latter viscus be not sufficiently mobile-to the pyloric portion of the stomach. (I) Mrs. Y., aged 38, suffered from attacks of pain in the gall-bladder region, radiating across the abdomen, and to the angle of the right scapula; these were brought on by exertion or cold weather. Appetite fair; bowels open more than once a day; respiratory sinus arihytbmia. Gastric residue: Hyperchlorbydria. Duodenal intubation: Delayed response of the gall-bladder to olive oil. Cholecystogram: Good filling, defective emptying. Symptoms relieved very rapidly by prescribed diet and administration of belladonna. Occasional relapses easily cured, (II) Mrs. M. suffered from attacks of severe pain in the gall-bladder region, radiating across the epigastrium. Much nausea, but no vomiting. Little flatulence. Constipation or lienteric diarrhcea. Appetite poor. Attacks brought on by exhaustion or by being out in the rain. Diagnosis clinical, but condition easily relieved by taking belladonna. Usual subsequent history of occasional relapses, relieved by a dose of medicine.
Two Cases of Spastic
Valve-stone in the Neck of the Gall-bladder.-CHARLEs NEWMAN, M.D. Mrs. W., aged 52, used to have pain in the epigastrium and scapular regionrelieved by vomiting-and attacks of pain in the night, not definitely related to the taking of food. No flatulence or jaundice. A skiagram showed a round shadow in the gall-bladder, representing a combination stone-an original cholesterol solitaire with a secondary inflammatory deposit round it. Gastric residue: achlorhydric. Duodenal tube: Liver bile obtained easily; olive oil produced increased flow of liver bile, but no gall-bladder bile obtained (evidence of the valve action of the stone.) Patient did well on medical treatment for a time, but subsequently had an attack of cholecystitis, on account of which the gall-bladder was removed. The presence of the stone was verified. Operation.-The gall-bladder contained many small faceted stones which looked like pigment stones but which when cut were seen to have a cholesterol centre. On examining the mucosa, several small stones were seen to be embedded beneath it; one or two of these stones were actually protruding through, as if on their way out.
Specimen of
The microscopic section shows a mass of mucoid material in a distended canaliculus of the mucous membrane; the whole of the space is not occupied by mucus, there being an empty area from which cholesterol has presumably been dissolved in the preparation of the section.
Comment.-The specimen shows clearly one method, at any rate, by which gallstones are formed, namely, by a cholesterol nucleus in the depths of a cleft in the mucous membrane. The mucus is most likely an irritation reaction, and when the mass reaches a certain bulk it erupts or extrudes itself into the gall-bladder cavity.
Calcinosis Universalis: A further note on Dr. J. H. Sheldon's Case previously shown. '-E. WATCHORN and R. A. MCCANCE.
The example of this rare disease shown at the meeting of the Section held on February 9, 1934, presented one very unusual feature. Some of the calcified plaques were surrounded by fluid and it was suggested that the cavities containing the fluid were enlarged lymph sacs.
A sample of the milky fluid which was first withdrawn by Dr. Sheldon was sent to one of us for analysis and a brief synopsis of the findings may be found in Dr.
